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I. Background and Introduction

The Global Commitment to Health is a Demonstration Waiver authorized pursuant to Section
1115(a) by the Centers for Medicare and Medicaid Services (CMS), within the Department of
Health and Human Services (HHS).

The initial Global Commitment to Health (GC) and Choices for Care (CFC) demonstrations were
approved in September 2005, effective October 1, 2005. The GC demonstration was extended for
three years, effective January 1, 2011, and again for three years effective October 2, 2013. The
GC demonstration was again renewed for five years effective January 1, 2017. The CFC
demonstration was extended for 5 years effective October 1, 2010. The following amendments
have been made to the GC demonstration:

e 2007: a component of the Catamount Health program was added, enabling the
state to provide a premium subsidy to Vermonters who had been without health
insurance coverage for a year or more, have income at or below 200 percent of
the federal poverty level (FPL), and who do not have access to cost effective
employer-sponsored insurance, as determined by the State.

e 2009: the state extended Catamount Health coverage to Vermonters at or below
300 percent of the FPL.

e 2011: inclusion of a palliative care program for children who are at or below 300
percent of the FPL and have been diagnosed with life limiting illnesses that
would preclude them from reaching adulthood. This program allows children to
receive curative and palliative care services such as expressive therapy, care
coordination, family training and respite for caregivers.

e 2012: CMS provided authority for the State to eliminate the $75 inpatient
admission copay and to implement nominal co-payments for the Vermont Health
Access Plan (VHAP) as articulated in the Medicaid State Plan.

e 2013: CMS approved the extension of the GC demonstration which included sun-
setting the authorities for most of the 1115 Expansion Populations because they
would be eligible for Marketplace coverage beginning January 1, 2014. The
renewal also added the New Adult Group to the demonstration effective January
1, 2014. Finally, the renewal also included premium subsidies for individuals
enrolled in a qualified health plan whose income is at or below 300 percent of the
FPL.

e 2015: As of January 30, 2015, the GC demonstration was amended to include
authority for the former Choices for Care demonstration. In addition, the State
received section 1115 authority to provide full Medicaid State Plan benefits to
pregnant women who are determined presumptively eligible.



e 2016: On October 24, 2016 Vermont received approval for a five-year extension
of the Global Commitment to Health 1115 waiver, effective from January 1, 2017
through December 31, 2021.

As Vermont’s Medicaid Single State Agency and under the Terms and Conditions of the Global
Commitment to Health Waiver, AHS has entered into an Inter-governmental Agreement (IGA)
with the Department of Vermont Health Access (DVHA). The AHS/DVHA IGA functions
similarly to a Medicaid Managed Care contract in that it delineates program requirements and
responsibilities between AHS and DVHA and according to federal Medicaid Managed Care
requirements found at 42 CFR 8438. DVHA also has sub-agreements with the other State
entities that provide specialty care for GC enrollees (e.g., mental health services, developmental
disability services, and specialized child and family services).

One of the Terms and Conditions of the Global Commitment Waiver requires the State to submit

progress reports 60 days following the end of each quarter. This is the second quarterly report
for waiver year 12, covering the period from April 1, 2017 through June 30, 2017 (QE0617).

I1. Outreach/Innovative Activities

Provider and Member Relations

Key updates from QE0617:
e Non-Emergency Medical Transportation
e Dental Services

Non-Emergency Medical Transportation

The Non-Emergency Medical Transportation (NEMT) program ensures that Medicaid members
who do not have access to transportation are able to get rides to and from medical appointments
and daily dosing for opioid addiction treatment.

The Provider and Member Relations (PMR) Unit ensures members have access to appropriate
health care for their medical, dental, and mental health needs. This also entails transportation to
appointments as per Federal Rule 42 CFR §440.170(a), “Transportation includes expenses for
transportation and other related travel expenses determined to be necessary by the agency to
secure medical examinations and treatments for a recipient.”

After a bidding process in Fall 2016, Vermont Public Transit Authority (VPTA) was awarded a
contract to implement and operate a Medicaid NEMT system statewide for eligible Medicaid
members. This contract included a 6 month transition period to allow for the creation of a call
center and other new infrastructure. The transition period ended on June 30, 2017. As of July 1%,
2017, DVHA is contracted to work with only one transportation provider, VPTA, who has 7
subcontracted Brokers. This system of statewide coverage allows members to have streamlined
coordination throughout the state for NEMT services. Prior to July 1, 2017, Medicaid members



had to call one of 8 regional Brokers for transportation. Now, members can dial one toll-free
number statewide.

DVHA updated its NEMT Manual effective July 1, 2017, in order to come into full compliance
with 42 CFR Part 455 subpart E — Provider Screening and Enrollment. The updated manual also
reflects changes from the new contract with VPTA. The latest NEMT manual can be found on
the DVHA website at http://dvha.vermont.gov/for-providers/1nemt-manual-7-1-17-final.pdf.
No significant changes were made to the manual that impact Medicaid members.

Dental Services

With the expansion of Medicaid in 2014 and the elimination of the VHAP program, there has
been a substantial increase to numbers of individuals eligible for the Medicaid adult dental
benefit. DVHA recently lost an important dental provider in the White River Junction area who
served only Vermont Medicaid patients. As of June 30, 2017, this provider retired leaving 572
Medicaid patients without a dental provider. Therefore, DVHA is currently struggling to ensure
members have access to dental care. In addition to the above stressors, dental providers across
Vermont continue to express concerns over provider rates, no-show costs, and the administrative
burden of the Medicaid dental benefit.

In order to ensure all members have access to dental service, DVHA has met several times over
the past six months with the Vermont Dental Society and dental network providers to brainstorm
on how DVHA can assist them in terms of no-shows and burdensome administrative processes.
As a result of these meetings, dental providers report a decrease in administrative burdens.
Dental providers have noted on several occasions that DVHA willingness to work with them on
processes to decrease no shows such as making reminder calls, information on non-emergency
transporation if need has help with some of the administrative issues. However, DVHA
continues to hear that multiple dental providers are considering withdrawal from the Medicaid
program. DVHA continues to work with the Dental Colleges in New England and the Dental
Society in order to solicit new dentists to practice in Vermont.


http://dvha.vermont.gov/for-providers/1nemt-manual-7-1-17-final.pdf

I11. Operational/Policy Developments/Issues

i.  Vermont Health Connect

Key updates from QE0617:

e More than 80,000 Vermonters were enrolled in a qualified health plan (QHP) — more
than any prior year — including nearly 30,000 enrolled through Vermont Health Connect
(VHC), more than 5,000 direct-enrolled with insurance carriers, more than 45,000
enrolled in a SHOP small business plan.

e New system functionality to support passive (ExParte) VHC Medicaid Renewals
resulted in less burden on Vermonters and less processing work for Health Access
Eligibility and Enrollment Unit (HAEEU) staff.

e Inthe spring of 2016, DVHA-HAEEU set a goal of completing 75% of customer
requests within ten business days by October 2016 and 85% by June 2017; this goal was
met ahead of schedule and 95% of requests were completed within ten days during
QE0617.

e Operational metrics related to customer support, integration, reconciliation, work
processing, and escalated cases — all of which had improved dramatically over the
previous year — stayed strong throughout the quarter.

In early 2017, Vermont Health Connect completed its most successful Open Enrollment to date,
both in terms of qualified health plan (QHP) enrollment and in terms of operational metrics.
QEO0617 showed continued strong performance on both counts.

On the enrollment side, as of June 2017 more than 220,000 Vermonters (more than one-third of
the population) were enrolled in VHC health plans (approximately 80,000 in Qualified Health
Plans and 140,000 in Medicaid for Children and Adults) either through the marketplace or
directly through an insurance carrier. Of the 174,000 who did not receive coverage through a
small business employer, 94% qualified for either Medicaid or financial help to lower the cost of
coverage. While there have not yet been updates to last year’s national studies, this enrollment
data implies that Vermont has likely continued to build on the nation’s second lowest uninsured
rate (according to the National Center for Health Statistics) and the lowest uninsured rate for
children (according to the State Health Access Data Assistance Center).

Enrollment data suggests that Vermont continues to make progress in enrolling “young
invincibles.” Young adults aged 26-34 comprised 25% of new enrollments, compared to 12% of
re-enrollments.

Operationally, the Department of Vermont Health Access’s Health Access Eligibility and
Enrollment Unit (DVHA-HAEEU) kept up with incoming work, ending QE0617 with some of
the shortest work queues in VHC’s existence. In the spring of 2016, DVHA-HAEEU had set a
goal of completing 75% of customer requests within ten business days by October 2016 and 85%
by June 2017. DVHA-HAEEU met this goal ahead of schedule and continued to improve. In
QEO0616, fewer than 60% of requests were completed within ten days. In QE0617, 95% of
requests were completed within ten days.



A year ago, the integration of cases across partner systems continued to pose significant
challenges for VHC. After work last spring and summer addressed defects, the integration team
set ambitious goals for 2017 and have met the mark nearly every month. The VHC-Carrier
integration error rate was just 1.2% in QE0317, compared to 3.0% in QE0316. Just as
importantly, the team maintained a low inventory of open errors by promptly addressing and
staying on top of any issues that arose. At the end of QE0617, zero VHC-Carrier errors had been
open for ten days or more, compared to 188 at the end of QE0616.

Similarly, the reconciliation team set ambitious goals for 2017, aiming to conduct monthly
reconciliation across the VHC system, BlueCross BlueShield of Vermont’s system, and payment
processor WEX’s system, and address at least 90% of data discrepancies between within 30
days. As of the end of QE0617, the reconciliation team had surpassed the goal every month.

The reconciliation team also tackled Medicaid reconciliation during QE0317, reviewing more
than 4,600 cases to ensure alignment between the VHC system and the State’s legacy ACCESS
system.

Redeterminations for Medicaid for Children and Adults (MCA) and Medicaid for the Aged,
Blind and Disabled (MABD), which had completed their first annual cycles in QE0317 and
QEO0916 respectively, continued on a normal annual cycle. DVHA-HAEEU promptly processed
incoming applications, ending QE0617 with fewer than 150 open MCA applications (five of
which were older than 45 days) and fewer than 300 open MABD (none of which were older than
45 days).

The MCA redetermination effort benefitted from new ExParte functionality that increased the
number of MCA members who could be passively renewed in QE0617. More than two-thirds
(68%) of income-based Medicaid customers in the most recent monthly batch of MCA Medicaid
Renewals were able to be renewed without any action by the member, resulting in less burden on
Vermonters and less processing work for DVHA-HAEEU staff. DVHA-HAEEU helped achieve
the high success rate by prescreening relevant cases, identifying potential data issues, and
working to clean the data in the weeks prior to the renewal.

Maximus continued to manage the VHC Customer Support Center (call center), utilizing 71
customer service representatives as of the end of QE0617. The call center serves Vermonters
enrolled in both public and private health insurance coverage, providing Level 1 call center
support, which includes phone applications, payment, basic coverage questions, and change of
circumstance requests. Maximus is also the entry point for individuals requiring greater levels of
assistance with case resolution. Maximus representatives transfer such calls to DVHA-HAEEU
for resolution and log service requests, which are escalated to the appropriate resolver group. The
Customer Support Center received more than 91,000 calls in the quarter and met its targets in all
three months. Over the course of QE0617, the call center had an abandon rate of 2% and
answered more than three-quarters (84%) of calls within 24 seconds.

Vermont Health Connect was supported throughout the state by 231 Assisters (40 Navigators,
113 Certified Application Counselors or CACs, and 78 Brokers) in QE0617, giving Vermont the



most Assisters it has ever had. In preparation for a planned July 2017 reduction in Navigators,
the Assister program continued to network with hospitals, health centers, and other community
organizations with a goal of recruiting and training even more CACs. Overall, in QE0617
Navigators and CACs largely focused on helping Vermonters with Medicaid renewals,
particularly new Vermonters with limited English proficiency and others with accessibility
challenges.

Health insurance literacy was also an outreach focus throughout QE0617. DVHA-HAEEU
engaged health care providers, libraries, state offices, and legislators in helping Vermonters
understand the importance of responding to Medicaid renewal notices and comparing options for
qualified health plans. Vermont Health Connect’s website continued to be a key source of
information for current and prospective customers alike, receiving 125,000 visits in the quarter.
The Plan Comparison Tool, which helps customers estimate total costs of coverage based on
family members’ age, health, and income, was used in nearly 10,000 sessions during the quarter
— fairly typical traffic outside of Open Enrollment.

During QE0617, DVHA-HAEEU also promoted self-service options for customers to pay their
bills, report changes, and access tax documents and other forms. Self-service leads to an
improved customer experience as Vermonters can log in at their convenience. It also has the
benefit of using automation to reduce staffing expenses. Year-over-year comparisons show that
more customers are using self-service functions, including both online accounts and the options
of paying premiums through monthly recurring payments rather than one-time payments. Nearly
20% more customers logged into their online account in QE0317 than did so in QE0316, and
more than twice as many customers were signed up for recurring payments at the end of QE0617
than QE0616.

ii.  Choices for Care

Key updates from QE0617:
e ERC rates increased May 1, 2017.
e Group Directed Attendant Care rate increased June 1, 2017.
e Companion Aide Pilot comes to an end June 30, 2017.
e Vermont updates LTC Ombudsman Statute to comply with new federal regulations.

Rate Increases

May 1, 2017, the Department of Disabilities, Aging and Independent Living (DAIL)
implemented a rate increase for Enhanced Residential Care (ERC) services referred to in the
previous quarterly report. This rate increase provides additional resources for ERC providers to
fulfill their oblications under licensing regulations and improve access to ERC services for
Medicaid beneficiaries. Public notice was issued through the Global Commitment Register.

June 1, 2017, DAIL increased the rate for a site-specific service called Group Directed Attendant



Care. The site-specific service operates at South Burlington Community Housing, an accessible
apartment complex managed by Cathedral Square. This unique service provides shared
caregivers from the Visiting Nurses Association (VNA) of Chittenden/Grand Isle Counties to
residents in their own apartments 24 hours/day, 7 days/week. This rate increase accommodates
the increase in the complexity and level of care needed by current residents. Without this service,
residnets would be at risk of moving to a nursing facility. Public notice was issued through the
Global Commitment Register.

Though the Vermont appropriations bill had not been signed by the end of this quarter, DAIL
was preparing for a proposed 2% rate increase to be applied to Choices for Care home and
community-based services in the SFY 18 budget.

Companion Aide Pilot

In March 2015, Vermont implemented a Companion Aide Pilot Project to provide assistance to
nursing facilities in advancing culture change with a focus on person-centered dementia care
through July 1, 2017. The intent of the pilot was to provide an enhanced Medicaid rate to five
interested and eligible facilities that were committed to person-centered dementia care through
dedicated “Companion Aide” staff. The Companion Aide is a trained licensed nursing assistant
(LNA) who champions person-centered dementia care with the goal of improving the lives of
people with dementia, as evidenced by positive changes such as a reduction of the use of
psychotropic drugs, incidence of resident to resident altercations, and improved staff satisfaction.

DAIL completed a preliminary evaluation of the results which show some reduction in use of
anti-psychotics, a reduction in involuntary discharges and an increase in the Artifacts of Care
scores. DAIL plans to survey the participating facilities and staff to identify future support for
Companion Aide and dementia care.

For more information, refer to the Companion Aide Pilot Summary 2017.

Legislation

Vermont passed legislation (Act 23) to modify the State statute related to Long-Term Care
Ombudsman services to align with new federal regulations (45 CFR Parts 1321 and 1327). Prior
to 2015, federal regulations had not been promulgated that specifically focused on state
implementation of the Long-Term Care Ombudsman program.

Wait List

Choices for Care does not have a wait list for people applying for the High/Highest Need Group
and who are clinically and financially eligible for services.

Moderate Needs Group (MNG) services are not an entitlement and instead are limited by funding
which is allocated to providers and managed at the local level. This requires that providers
establish a wait list when funds are spent in their region. Currently, home health providers report
that approximately 700 people are waiting for help to pay for homemaker services statewide and


http://asd.vermont.gov/sites/asd/files/documents/Companion%20Aide%20Pilot%20Summary%20June%202017.pdf
http://legislature.vermont.gov/assets/Documents/2018/Docs/ACTS/ACT023/ACT023%20As%20Enacted.pdf
http://ltcombudsman.org/uploads/files/library/2015-01914.pdf

zero people are waiting for help to pay for Adult Day services. Though total funding for MNG
services was increased to eliminate the wait list in SFY2015, it is important to note that eligibly
for Moderate Needs is quite broad which creates an opportunity for a very large number of
Vermonters to be eligible. Therefore, it is expected that unless the eligibility criteria were to be
modified, wait lists for the limited Moderate Needs funding will continue for the foreseeable
future.

Moderate Needs Stakeholder Workgroup

DAIL initiated a stakeholder workgroup following a State initiative to evaluate opportunities for
Medicaid payment and service delivery reform in Vermont. The workgroup will provide
feedback on opportunities for improved management of Moderate Needs services with a focus
on improving outcomes for Vermonters. The workgroup will meet into late summer/early fall.

iii.  Developmental Disabilities Services Division

Key updates from QE0617:
e SFY 16 Reinvestments
e HCBS provider self-assessment tool created.
e Wait List

HCBS Provider Self-Assessment

Vermont has completed a provider self-assessment survey for developmental services in relation
to milestones outlined in Vermont’s Comprehensive Quality Strategy (CQS). The CQS is being
used to demonstrate the state’s compliance with the new HCBS rules - analogous to Statewide
Transition Plans being developed by other states. The division Quality Service Review team will
conduct follow up validation visits. An inter-agency team has been formed to collect information
on the experiences of people who are being supported in settings that may isolate them. Based on
the findings, a variety of improvement plans will be identified. These activities will serve to bring
our system to full compliance with Home and Community-Based Settings rules by the due date of
March 2023.

Wait List

DDSD collects information from service providers on individuals who request funding for Home
and Community-Based Services (HCBS). The information is a reporting spreadsheet created by
the State and used by Designated and Specialized Services Agencies and the Supportive
Intermediary Service Organization (Supportive ISO) to collect information on individuals with
developmental disabilities (DD) who are waiting for DD services but are not currently eligible.
HCBS funding priorities are the method by which VVermont prioritizes who will receive caseload
funding allocated annually by the legislature (managed by the State though the Equity Fund and
Public Safety Fund) and existing funding (managed internally by the Agencies and Supportive
ISO, and the State through Returned Caseload Fund). When these reports are created they
include three categories:
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1. New Applicants: Individuals with DD who are clinically and financially eligible but who
do not meet a funding priority for HCBS and have been denied services in whole or in part.

2. Individuals Receiving Services: Individuals with DD currently receiving HCBS services
whose requests for additional services is denied in whole or in part because the change in
their circumstance does not result in meeting a funding priority.

3. Individuals who are clinically and financially eligible for Targeted Case Management
(TCM), Family Managed Respite (FMR), Flexible Family Funding (FFF) or Post-
Secondary Education Initiative (PSEI), but for whom there are insufficient funds.

There were no individuals who met a home and community-based services funding priority who
were waiting for services that helps address the need related to the funding priority.

iv.  Traumatic Brain Injury (TBI) Program

Key updates from QE0617:
e TBI program is a new addition to this report — program summary provided.
e No wait list for TBI services.

Program Summary

In 1991, the Department of Disabilities, Aging and Independent Living (DAIL) began the
operation of a three-year pilot project offering community-based rehabilitative services for
individuals with moderate to severe traumatic brain injury. The goal of this program was to
divert people from facility placement and/or return VVermonters with a moderate to severe
traumatic brain injury from out-of-state facilities. Prior to the development of this service, people
were placed in expensive out of state facilities, often there for years, with little hope of returning
to their home communities. The project demonstrated that individuals with a moderate to severe
traumatic brain injury participating in the pilot were able to be served appropriately in
community-based settings.

Today the Traumatic Brain Injury Program provides rehabilitation and life skills services in
community based settings to approximately 90 Vermonters per year with a moderate to severe
traumatic brain injury. This is a rehabilitation-based, choice-driven program intended to support
people to achieve their optimum independence and help them return to work.

DAIL works closely with the Brain Injury Association of Vermont and a TBI advisory board,
assuring Vermont’s continued support for people living with a brain injury. For more
information go to the Brain Injury Association of Vermont.

As people with long-term support needs are identified through the TBI program , efforts are
being made to transition eligible people to the Choices for Care program for continued long-term
services and supports. There is currently no wait list for TBI services in Vermont.
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V.

Global Commitment Register

Key updates from QE0617:
¢ Since the Global Commitment Register (GCR) launched in November 2015, 77 final
GCR policies have been publicly posted.

The GCR is a database of policy changes to and clarifications of existing Medicaid policy under
Vermont's 1115 Global Commitment to Health waiver. It is based on the Federal Register, and
can be used as both a public notice and documentation tool for Medicaid policy. Like the
Federal Register, the GCR can be used to publish proposed policy, including information on
public comment submissions, final policy, notices, and policy clarifications. The GCR is
available on the DVHA website to ensure that policy changes are transparent to Vermonters and
to provide a forum for public comments.

The GCR listserv is a group of about 375 interested parties who have elected to receive periodic
key updates about VVermont health care programs. All members of the Medicaid and Exchange
Advisory Board are also on this listserv. GCR updates include policy changes to all Medicaid
programs as well as policy changes to Vermont’s Health Benefit Exchange. A policy change in
the GCR could be a change made under the authority of the waiver, a proposed waiver
amendment or extension, an administrative rule change or a State Plan Amendment. The GCR
also contains policy clarifications for when an issue is identified that is not clearly answered in
current policy.

Health care policy stakeholders are notified via email every time a proposed or final policy is
posted to the GCR; an email is also sent when policy clarifications are posted. Stakeholders have
an opportunity to provide comments on proposed GCR policies before the policies are made
final. Comments received are posted in the GCR online.

A combined total of 20 policies were posted to the GCR this past quarter. This includes proposed
and final changes, as well as four clarifications. Changes to rates and/or rate methodologies
accounted for half of the changes, with the remainder being changes to administrative rules,
policies, and State Plan Amendments.

The GCR can be found here: http://dvha.vermont.qgov/global-commitment-to-health/global-
commitment-reqister.
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IVV. Expenditure Containment Initiatives

i.  Vermont Chronic Care Initiative (VCCI)

Key updates from QE0617:

The VCCI continues to work with the MMIS Enterprise Care Management team on system
bugs/defects, end user training, user acceptance testing (UAT), data integrity and reporting;
as well as new features to enhance case management performance. R2 deployment is
scheduled for late July, 2017.

The CMS certification ‘customized check list’ is in development for the VCCI utilization of
the Enterprise MMIS/Care Management software system. Full deployment is anticipated late
fall, with system certification application prior to calendar yearend.

The VCCI leadership is working with DVHA legal counsel, MMIS care management
technical colleagues, the MMIS care management vendor and Vermont Health Information
Exchange (VHIE) to facilitate biomedical data transfers from the VHIE on Medicaid
members, into the enterprise care management solution. The goal is to enhance identification
of case management needs, clinical monitoring and evaluation, including for next generation
ACO attributed members. A calendar year end interface and data transfers is anticipated.
The DVHA next generation ACO contract with Vermont Care Organization precludes ACO
attributed members from receiving VCCI case management services. New eligibility rules
are being developed using the ACO member attribution file from the payment reform/data
units. Retrospective claim files will be uploaded in the next quarter to support performance

measurement.

The VCCI is a component of DVHA’s health care reform goals and its supporting strategic plan.
The goal of the VCCI is to improve health outcomes of Medicaid beneficiaries by addressing the
increasing prevalence of chronic illness through various support and comprehensive case
management strategies.

The VCCI employs 27 licensed and non-licensed professional staff operating in a decentralized
model statewide, so resources are available where members need them. The VCCI is designed to
identify and assist high risk/high cost, medically complex Medicaid members with chronic health
conditions in accessing clinically appropriate health care information and services; coordinate
the efficient delivery of health care by attempting to remove barriers, bridge gaps, and avoid
duplication of services; and educate, encourage and empower members to eventually self-
manage their chronic conditions. A significant effort is placed on facilitating and supporting
Medicaid member identification, access and use of a Medical Home for receipt of primary care.

The VCCI uses a holistic model of evaluating and supporting improvement in medical and
behavioral health, as well as identification of socioeconomic issues that are barriers to sustained
health improvement. The top 5% of VCCl-eligible Medicaid members account for approximately
39% of Medicaid costs and a disproportionate number of hospital admissions and readmissions.

The VCCTI’s strategy of embedding staff in high-volume hospital sites to support population
engagement at the point-of-need in areas of high service utilization and prior to claim
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adjudication continues, and supports direct referral at the point of need. By targeting high
risk/cost members, resources can be allocated to areas representing the greatest opportunities for
member engagement, clinical improvement and cost savings.

The model of embedding staff in high volume provider practice sites is under review as
necessitated by the decline in eligible practice site members, concurrent with the launch of the
next generation ACO in 2017. Excluded populations currently include dually eligible
individuals, those receiving other waiver services and CMS-reimbursed clinical case
management, including ‘next generation’ ACO attributed Medicaid members.

As a result of the ACO launch, VCCI is in the process of updating eligibility criteria with
exclusion of ACO attributed members in the four pilot communities. The VCCI target population
will expand to now include members in the top 10%, and with high anticipated future cost, based
on predictive analytics.

The VCCI continue to strive for strategic alignment with other important State health care reform
efforts, such as the DVHA Blueprint for Health, NCQA certified advance practice medical
homes and local Community Health Teams (CHTSs) funded by pubic and commercial payers. The
VCCI staff function as extensions of the local CHT and support coordinated care planning with
local partners. The VCCI generally supports the highest risk population and performs home
visiting, while the carrier funded CHT’s have historically focused on less acute Medicaid
members, often seen in the PCP office site. In pilot communities, the ACO, via PCP and carrier
funded local CHT staff, will be accountable for case management of all Medicaid members
attributed, including high and very high risk.

MOMS (Medicaid Obstetrical and Maternal Supports) for Pregnant Women

The VCCl initially launched the case management service line for at risk pregnant women as a
pilot, which has steadily evolved based on staff and partner input. The service line has been
refocused to a single centralized resource/expert available to the field staff as well as community
and statewide partners. The MOMS case manager also has a case load of pregnant women. Since
this change in structure the initiative had been able to move forward on a more accelerated rate.
VCCI staff are subsequently trained on the MOMS services and accept local at-risk women on
their case load. The primary focus is on women with a history of mental health and substance
use/abuse and related management of these conditions during pregnancy, to improve birth
outcomes and limit NICU and/or inpatient stays for both baby and mother. The MOMS staff
liaison and case manager, is an important resource to the statewide VCCI team as well as to our
partners supporting at risk pregnant women and women of child bearing years. The expansion of
pregnancy case management assessment tools is anticipated in the new eQH system in 2017 as
part of Release 3/4, now scheduled for fall 2017. While the position has been vacant for the first
two quarters of calendar 2017, a new staff is scheduled to start in early August 2017. A challenge
in VCCI hiring remains, as the starting state nursing salaries for experienced nurses- remains less
than other community case management positions, even with a 35% market factor adjustment.
Elimination of the policy for ‘hire into range’ for nurse case managers prevents consideration of
‘experience’ in any new hire offer. The VCCI has 2 additional vacancies at the close of Q2 with
recruitment underway for both positions.
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Enterprise Care Management System

The vision of enhanced local coordination and a single plan of care remains a component of the
long-term state vision toward an all payer model. The AHS Enterprise MMIS Care Management
system supports this opportunity as part of the ‘future state’. Specifically, release two (R2) is
expected to have both provider and consumer portals. Policies to support portal access and
related role based user permissions are being developed prior to activation of these features.

Case management will be enhanced for Medicaid members with impending access to biomedical
data on enrolled members via the data interface between the VHIE and the State Enterprise Care
Management system for Medicaid members. The data interface is expected to enhance clinical
and financial reporting capabilities on Medicaid members consistent with DVHA priorities for
focus: enhancing information technology, results based accountability (RBA) and performance
based payment. This MMIS enterprise care management technology will leverage and maximize
the CMS investments to the State for evaluation and reporting of clinical and financial outcomes
on Medicaid members in areas of investment which include technology and payment reform via
the next generation ACO pilot.

The new AHS Enterprise MMIS/care management vendor utilizes the Johns Hopkins evidence
based predictive modeling and risk stratification software to support population selection and
related eligibility for services. This new model will enhance VCCI’s ability to identify members
based on both past cost profiles (top 5%) and anticipated future utilization, risks and costs, and
intervene earlier in order to track the clinical and financial improvements.

The VCCI staff continue to support User Acceptance Testing (UAT) of system features as well
as bug/defect identification, backlog ‘grooming’ for vendor resolution, concurrent with testing
requirements and review of written deliverables for Release 2 acceptance. Release 2 has had a
change in deliverable requirements with the exclusion of VCCI business reporting requirements
as a separate ‘workstream’. Release 2 full deployment into the production environment and
required deliverable acceptance has been pushed back to late July, 2017. The business
operating/evaluation ‘reports’ work effort will be concurrent with Release 3 and 4 planning and
integrated in the CMS customized certification check list for VCCI. Report delivery is
anticipated to occur as a progressive deployment (agile) as priority reports are developed and
ready for testing and delivery. A full time clinical analyst is indicated to develop the required
business reports from disparate data models in the Tableau environment, as the system reports
will not fully meet the business operating needs.

The UAT part time effort by roughly 6 VCCI clinical staff (and 2 non-clinical team members)
continues, along with staff development and/or review of system training materials and related
training time. This, plus the reduction of nurse FTE’s in 2016 due to the sunset of our previous
vendor, VCCI staff vacancies in 2017, and ineligibility of ACO attributed members in CY 2017,
all contributed to the decline in the overall VCCI case load in SFY 2017 and an adjustment in
our approach. New eligibly rules are underway for Q3 which will exclude next generation ACO
attributed members and include a 12 month look back of the top 10% high risk members who
also have future predictive risk.
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With the continued support of the Organizational Change Management (OCM) team at the state
and with eQH, VCCI is continuing to develop and expand on training materials and guides for
the team, supplemented by phone sessions, monthly staff meeting agenda items, ‘trained trainer’
sessions followed by small group hands on training with supplemental practice sessions and
materials in the training environment to assure expertise. Knowledge assessment and application
of documentation standards outlined in our workflow are monitored by monthly audits with a
staff goal of 90% accuracy. At the end of quarter two, staff averages are over 90% of audit. User
surveys supplement other information sources in evaluation of ease of system use, staff
knowledge and overall operating satisfaction. Post deployment ‘end user’ surveys with each
release are planned.

To address the high volume of tickets for system bugs and defects the VCCI restructured and
assigned staff to a liaison role with the UAT /quality team and close the gap among the
outstanding tickets in reduction. Resultantly, hundreds of production tickets were closed in the
backlog cleanup, others prioritized for immediate resolution and still others, moved out of
‘governance review’ for a change request and/or into ‘sprints’ for vendor resolution. End user
satisfaction was increased with the vendor addressing system speed and the plan of care
documentation procedures, toward greater efficiency and fewer workarounds. Backlog grooming
sessions are in progress, however priority work schedule from the vendor remains a challenge.
Service Level Agreements (SLAS) have been further assessed.

The VCCI clinical SME who is also a regional manager, reduced hours to 20% MMIS effort,
effective quarter two, in order to support clinical field operations. Another MMIS/VVCCI staff
who is a ‘super user’ was 100% allocated in a SME role, along with the Director at roughly 80%.
Focus will be on assuring end user needs are being addressed and communicated, training
documents reviewed, edited and streamlined for VCCI workflow; and related staff training and
monitoring of adherence via audits, and impending system reports are in place. Additionally, this
resource is also responsible for working on the new functionality for R2 and related test cases,
testing and related supports to operationalize (i.e. portals for consumer/providers) in partnership
with the VCCI Director and AHS leadership to assure HIPAA privacy and security standards and
policy development and/or alignment.

System training documents and policies continue to be updated to reflect system enhancements,
and fixes. Direct referral systems continue to be refined with referrals internally from the DVHA
Clinical Operations Unit and the Quality Improvement Units. Both units utilize the enterprise
software regularly to support direct referral of members being discharged from the hospital to
support reduction in 30 day readmission rates for members who are transitioning from hospital
settings for mental health and/or substance use/abuse; or other long term hospital stays (13 days
or greater).

The VCCI management team, analyst and care management technical team continue to work on
the bio-medical data feeds from the Vermont Health Information Exchange and the Care
Management vendor. This data resource for 100% of Medicaid members will enhance the
clinical staff ability to effectively identify need and manage care based on member treatment and
management to evidence based care goals and clinical results. Trending is anticipated at the
member, provider, and hospital service area level, as well as by ACO attribution. The HIE
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vendor had been fairly unresponsive, however conversations are anticipated to become more
robust in Q3 with clarity of HIPAA needs, HIE provider contract language and DVHA/HIE
contract extensions. Work effort will be shared by the HIE and the Case Management software
vendor, with a 2017 year end interface anticipated.

CMS certification

Meetings with the CMS certification team to review requirements and related check lists,
artifacts and operational criteria will continue be in Q3 of calendar year 2017. Initial check list
reviews are in process and will be updated to reflect functionality that will be delivered in
Releases 2, 3 and 4; as well as completion of the Reports workstream efforts toward business
reporting, finalizing of Gap in Care functionality and delivery of these individual and population
based system features concurrent with reduction in bugs/defects. Resultantly, the timeline for
submission of the certification letter is likely year end with anticipated CMS review 6 months
after request for certification review.

Blueprint for Health

Key updates from QE0617:

e Two new practices joined the Blueprint for Health program as of 7/1/2017, bringing
the total number of Patient-Centered Medical Homes in Vermont up to 132.

e Practice and HSA profiles for the data period 07/2015 — 06/2016 were produced and
distributed in June 2017.

e The Opioid Treatment Program in Northwestern Vermont has opened, increasing
treatment access within that region of the State and improving treatment capacity
within Chittenden County as a result.

e Increased access to treatment for patients with opioid use disorder: 3,114 clients
enrolled in Regional Opioid Treatment Programs (OTPs) and 2,600 Medicaid
beneficiaries were served by Office-Based Opioid Treatment (OBOT) programs as of
June 2017.

e Increased access to enhanced health and psychosocial screening along with
comprehensive family planning: within two quarters, the Blueprint enrolled 19 WHI
practices that represent half of the total OB/GYN practices in Vermont and serve
11,323 WHI patients.

Patient Centered Medical Homes

In the past quarter, the Blueprint for Health program has had a net increase of two NCQA-
recognized primary care practices. Both practices qualified and joined the Blueprint as of
7/1/2017. The Blueprint has approached a saturation point where the program has recruited most
of the available primary care practices in the state, and the rate of onboarding of new practices
has generally plateaued. The number of Blueprint PCMH practices as of the end of the quarter
was 132.
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Figure 1. Patient Centered Medical Homes
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Healthcare data profiles of practices and Hospital Service Areas (HSAS)

Practice-level and HSA-level profiles of all-payer healthcare outcomes data, for adult and

pediatric patient populations, combine claims, clinical, and survey information, and continue to

be produced by Onpoint for the Blueprint roughly every 6 months. Practice profiles and HSA
profiles have been distributed to practices and healthcare organizations for the following data

time periods:
i. 01/2013 - 12/2013.

i.  07/2013 - 06/2014.
iii.  01/2014 - 12/2014.
iv. 07/2014 - 06/2015
v.  01/2015 - 12/2015.
vi.  07/2015 - 06/2016.

Practice and HSA profiles for the data period 07/2015 — 06/2016 were produced and distributed
in June 2017. The information in those profiles give practices an overview of total utilization and

expenditures as compared to peers and the rest of the state. Vermont HSA data profiles,
including the latest ones for the data period 07/2015 — 06/2016, are posted at
http://blueprintforhealth.vermont.gov/reports_and_analytics/hospital_service area profiles.
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Hub & Spoke Program

The "Hubs" are regional specialty addictions treatment programs. The “Spokes” are counselors,
nurses and social workers who provide support for patients in the primary care setting, and are
members of the local Community Health Teams. The Hub & Spoke model has increased access
to treatment for patients with opioid use disorder: 3,114 clients enrolled in Regional Opioid
Treatment Programs (OTPs) and 2,600 Medicaid beneficiaries were served by Office-Based
Opioid Treatment (OBOT) programs as of June 2017. Medication assisted treatment is being
offered across more than 80 different practices and by 203 medical doctors and 62.5 FTE
registered nurses and Master’s-prepared, licensed mental health / substance use disorder
clinicians working as a team to offer Office-Based Opioid Treatment (as of June 2017). The
Opioid Treatment Program in Northwestern Vermont has opened, increasing treatment access
within that region of the State and improving treatment capacity within Chittenden County as a
result.

Learning collaboratives were convened in April and June for providers and practice teams new to
Office-Based Opioid Treatment (OBOT) and for advanced providers and practice teams to
address best practices and emerging topics. Participating providers and practice teams received
education on topics such as diversion, noncompliance and other substance use by Medication
Assisted Treatment patients and relationship management with Opioid Treatment Programs in
order to identify and improve transition issues, including referral and consultation, between the
Opioid Treatment Programs (OTP) and Office-Based Opioid Treatment (OBOT) practices.

The Blueprint for Health, in collaboration with an analytics contractor, Onpoint Health Data,
developed and published data profiles that provide valuable information regarding demographic
and health status information, health service utilization, and expenditures for Medicaid
beneficiaries served by Opioid Treatment Programs (OTPs, “Hubs”) and Office-Based Opioid
Treatment (OBOT, “Spokes”). The data from these profiles have been presented in a multitude
of forums (e.g. Mental Health and Substance Abuse Advisory Committee, Spoke Learning
Collaborative, Women’s Health Steering Committee, Tobacco Control Program) to encourage a
quality improvement approach to improving healthcare delivery through increased coordination
of initiatives. For example, coalitions developed under the Women’s Health Initiative are
working on formalizing referral agreements amongst partners within their health service areas to
provide enhanced access, increased communication and increased coordination of care, including
referral to treatment for substance use disorder.

The Blueprint for Health continues to work collaboratively with the Division of Alcohol and
Drug Abuse Programs of the Vermont Department of Health on many initiatives, including the
Initiation and Engagement in Treatment and Opioid Prescribing Project, in order to provide an
interagency, comprehensive and data-driven approach to addressing the opioid crisis in the State
of Vermont. The Vermont Department of Health, University of Vermont — College of Medicine,
and the Blueprint for Health just designed, and released the registration for, two regional learning
collaboratives designed to offer an opportunity for provider education on topics such as the
Vermont Prescribing Monitoring System (VPMS) and best practices for treatment of chronic
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pain and to encourage a practice team-based approach to improving opioid prescribing within the
practice environment.

Community and State partners continue to work within the established committees, Prevention &
Enforcement and Treatment & Recovery, of the Opioid Coordination Council to identify
recommendations for system improvements that will positively impact the prevalence of opioid
use disorder and number of drug-related fatalities observed within the State of Vermont.
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Figure 2. MAT-SPOKE Implementation January 2013 — June 2017 Staffing
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Figure 3. MAT-SPOKE MDs Prescribing Buprenorphine Jan 2013 — June 2017
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Figure 4. MAT-SPOKE Implementation Jan 2013 — June 2017
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Note: The numbers for the Spoke MAT Prescribers in Vermont serving more than 10 Patients
has been corrected from previous reports because the numbers were not de-duplicated counts.
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The table below shows the caseload of Hub programs and also the number of clients receiving
methadone or buprenorphine.

Table 1. Hub Implementation as of May 31, 2017

(Note: Figures as of June 30, 2017 were not available as of the date of this report)

# Receiving

. 4 . Treatment

# Clients Buprenorphine # Methadone | # Vivitrol but Not Yet
Dosed

Chittenden, Franklin,

Grand Isle & Addison 1021 306 714 0 1
Washington, Lamoille,

Orange 472 191 281 0

Windsor, Windham 410 140 270 0

Rutland, Bennington 436 104 309 7 16
Essex, Orleans, Caledonia 4

T T I IS A T
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The table below shows the number of Medicaid beneficiaries receiving treatment in the “Spokes”

and the full-time-equivalent staff of nurses and licensed clinicians.

Table 2. Spoke Implementation as of June 30, 2017

Region Total # MD prescribing #MD Staff FTE Medicaid
ibi = . . e .
pts EE e Hired Beneficiaries
10 pts
Bennington 10 3 5.2 239
St. Albans 14 8 9.1 384
Rutland 18 7 5.3 304
Chittenden 78 12 14.8 513
Brattleboro 10 5 3.7 138
Springfield 4 2 1.5 54
Windsor 9 4 4 212
Randolph 6 4 3.1 89
Barre 21 7 5.5 254
Lamoille
15 5 4.8 239
Newport & St
Johnsbury 13 2 2 92
Addison 5 2 2 65

Upper Valley 5 0 15 17

Table Notes: Beneficiary count based on pharmacy claims April — June, 2017; an additional
251 Medicaid beneficiaries are served by 31 out-of- state providers. Staff hired based on
Blueprint portal report 7/25/17. *5 providers prescribe in more than one region.
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Women’s Health Initiative

Through the Women’s Health Initiative, women’s health specialty providers provide enhanced
health and psychosocial screening along with comprehensive family planning counseling and
timely access to long acting reversible contraception (LARC). New staff, training, and payments
support effective follow-up to provider screenings through brief, in-office intervention and
referral to services for mental health, substance abuse, trauma, partner violence, food and
housing. The Women’s Health Initiative ensures women’s health providers have the resources
they need to help women be well, avoid unintended pregnancies, and build thriving families.

Women identified as at-risk are immediately connected to a social worker for brief intervention
and counseling and referral to more intensive treatment as needed. Each social worker is a
member of the Community Health Team and available to connect women with the local network
of health, social, economic and community service providers.

Women also receive comprehensive family planning counseling and services. Those who tell
their providers they do not want to have a baby in the coming year have immediate and
affordable access to LARC and other forms of contraception. Women who wish to become
pregnant receive pre-conception counseling and services.

Quality Improvement Practice Facilitators work with participating practices to design practice
workflows to support the enhanced screening, comprehensive contraceptive counseling, and
same-day LARC insertion. Practice Facilitators also help practices integrate the social worker
into their practice. Three payments support women’s health care providers participating in this
initiative. These three payments are:

e Recurring per member per month (PMPM) payments to WHI practices

e Recurring payments to support WHI Community Health Team (CHT) staff to the CHT
administrative entities

e A one-time per member payment (PMP) to assist WHI practices in initiating WHI
strategies and specifically provide support to the practices as they design and implement
processes to provide evidencezdased family planning counseling on the full spectrum of
birth control options, stock LARC devices, and offer patients who choose LARC sameZ
day insertion.

Each participating community builds a coalition including the participating women’s health
practices, primary care practices, and community organizations serving youth and women at risk
of unintended pregnancy. Together, they develop referral pathways that get clients quicker
access to necessary services.

Learning collaboratives were convened in May and June for community teams participating in
the Women’s Health Initiative to hear from Vermont providers regarding the best practices,
emerging topics, and lessons learned pertaining to screening, brief intervention, referral to
treatment (SBIRT) for mental health and substance use disorder and a trauma-informed approach
to addressing intimate partner violence. In addition, the learning sessions offered opportunities
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for collaborative community-based partnerships to evolve, identification of specific roles and
responsibilities for each partner involved, and determination of partners that should be involved
but were not currently.

Extension of the one-time per member payment (PMPM) to current Blueprint Patient-Centered
Medical Homes was approved in the second quarter of 2017 to be implemented on July 1.
Practices who received this payment in July attested to:
1. implementing enhanced screening, comprehensive contraceptive counseling, and same-
day insertion for those women who choose LARC as their preferred birth control
method;

2. increasing affordable access to LARC and other forms of contraception; and

3. developing referral protocols for at least 3 community-based organizations to see
patients within one week of being referred for family planning services.

The Blueprint for Health continues to work collaboratively with the Vermont Department of
Health, community organizations, providers, and practices to support Vermont women to have
healthier lives through increasing the number of intentional pregnancies by increasing access to
comprehensive family planning counseling, long acting reversible contraceptives for same-day
insertions, and psychosocial screening and referral to treatment and services for mental health,
substance use disorder, trauma, intimate partner violence, food insecurity and housing instability.

The Blueprint for Health, in collaboration with an analytics contractor, Onpoint Health Data, is
working to develop data profiles that will provide valuable information regarding demographic
and health status information, health service utilization, expenditures and outcome measures for
the Women’s Health Initiative.
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Figure 5. Women’s Health Initiative Practices
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Table 3. WHI Implementation as of June 30, 2017

wS3IAA2Y
BETE 1 0.7 966
Benningt 1 05 910
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Behavioral Health

Key updates from QE0617:
e Paper review process initiated for substance abuse residential facilities
e Applied Behavior Analysis benefit moves forward
e Pilot project for inpatient psychiatric care for children
e Substance abuse residential level of care authorization procedure solidified

e Team Care program revitalized

The Behavioral Health Team is responsible for concurrent review and authorization of inpatient
psychiatric, detoxification, and substance abuse residential services for Medicaid primary
beneficiaries. In 2016, the team moved to paper reviews for psychiatric and detoxification
services to ensure member confidentiality and improve interrater reliability. This practice has
been expanded to include substance abuse residential facilities. As a result, the clinical
documentation to support authorization requests has improved significantly. Training sessions
with residential facilities have been provided. There has been a sharp decline in requests for
reconsideration. Review of the data suggests a very low discrepancy rate. The team has
developed a system to ensure internal consistency and educate providers on documentation
requirements. Inter-rater reliability testing was completed for the year with a 100 percent
success rate. All team members passed the test with the required greater than 85%. The average
score was 93%. Team members work closely with discharge planners at inpatient and residential
facilities to ensure timely and appropriate discharge plans. The unit has been expanding
collaboration efforts with sister Departments supporting coordination of care. Weekly status calls
with sister departments ensure ongoing communication. The pilot project for administrative
authorization for inpatient psychiatric care for children has been in effect for one year. Data is
being reviewed to assess benefits and challenges of project continuance. The protocol that was
developed for referral to VCCI for services and to ensure continuity of care for members already
enrolled with VCCI that have been admitted to inpatient or residential care facilities has been
modified and the process seems to be working well.

The Team Care program (formally the lock-in program) is also managed by the Unit. A thorough
clinical review of all available data allowed for an accurate assessment of current enrollees’ need
to remain in the program. Those members no longer requiring oversight have been disenrolled
from the program. Standards for inclusion in and removal from Team Care are being
developed/manualized. Research into other models continues. The process for referring Team
Care program members to VCCI has been implemented. Outreach with providers and
pharmacies is planned for the upcoming year.

Behavioral Health Team members continued involvement in the AHS Substance Abuse
Treatment Coordination Workgroup. This workgroup strives to standardize substance abuse
screening and referral processes throughout the Agency of Human Services. Team members also
participate in monthly meetings with the VDH’s Alcohol and Drug Abuse Prevention Division to
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coordinate efforts between the two departments to provide substance abuse services to Vermont
Medicaid beneficiaries. Team members also participated in the SFI Interagency Team, the
Criminal Justice Capable Workgroup, Youth Service System Enhancement Council (a
collaborative with ADAP, DMH, VCRIP, Vocation Rehabilitation, DCF etc.), and the MAT
learning collaborative. Data is being gathered and analyzed to determine the level of
involvement DVHA has in substance related treatment and to avoid duplication of services. The
Managed Care Medical Committee is currently reviewing Buprenorphine clinical guidelines.

Following the initiation of the Applied Behavior Analysis (ABA) benefit, the Autism Specialist,
a member of the Behavioral Health Team, worked collaboratively with the AHS Policy Unit and
sister Departments throughout the year to evaluate and improve the program. The Autism
Specialist surveyed consumers and elicited feedback from providers to strengthen and improve
the prior authorization process. As a result, there was an approved rate increase. It is hoped that
the increase will help to attract new providers. There have been new providers enrolled during
this quarter. A follow up survey was conducted and the satisfaction rating is reflected in a
Scorecard. There were billing/coding issues identified and a need for provider education became
apparent. That service was delivered by the Autism Specialist. Exploration of alternative
payment methods continues as we would like to increase the number of members receiving
services. The Autism Specialist participates in the Autism Workgroup, which strives toward
increasing and improving services for children with autism. The Applied Behavior Analysis
Clinical Practice Guideline has been completed and is available to providers. Currently, the
Autism Specialist is conducting research for expansion of the benefit.

iv.  Mental Health System of Care

Key updates from QE0617:
e Proposals to develop secure residential recovery program solicited and received.
e Major legislation focused on addressing wait times for inpatient beds and improving
mental health system of care passed (Act 82).

Secure Residential Recovery Program

During this quarter, the Department of Mental Health requested and received proposals from
interested parties for the development and operation of a staff-secure® and facility-secure
(locked) residential recovery (SRR) programming that would replace the temporary SRR
psychiatric facility owned and operated by the State of Vermont in Middlesex, Vermont and
potentially serve additional populations in need of a therapeutic, secure residential treatment
settings.

Background
In the wake of Tropical Storm Irene and the closing of the Vermont State Hospital in 2011, the

1 A staff secure facility may be defined as a residential facility in which the movements and activities of individual residents may, for treatment
purposes, be subject to oversight through the use of intensive staff supervision. This may include design features to keep staff informed of
resident movement in and out of the facility, such as silent alarms.
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Vermont Legislature, through Act 792, authorized the Commissioner of the Department of
Mental Health (DMH) to establish and oversee a secure seven-bed residential facility owned and
operated by the state for individuals no longer requiring acute inpatient care, but who remain in
need of treatment within a secure setting for an extended period of time. In June of 2013 DMH
successfully opened a seven-bed SRR in a temporary location in Middlesex with plans to assess
the capacity needed for a permanent SRR replacement over the following two years.

The development and purpose of the SRR was originally conceptualized as part of the Vermont
Futures Project, which sought to design and develop an array of investments in the essential
community capacities and reconfigure the Vermont State Hospital into a new system of inpatient,
rehabilitation, and residential services for adults. As part of this new system, the SRR was
designed to serve individuals who would otherwise remain hospitalized due to a high risk of self-
harm or neglect, or pose a danger to others.

The temporary locked SRR program in Middlesex currently serves individuals who do not
require inpatient acute psychiatric services, but their care needs exceed local community
resources. Some of these individuals are suicidal with a high risk of self-harm. Other
individuals manifest a high incidence of aggressive behaviors and are dangerous to others but are
not in an acute psychotic crisis. Another smaller group includes those who are no longer
clinically severely symptomatic, but must remain in a secure environment for prolonged periods
of time awaiting resolution of a judicial process. Given the facility’s licensing as a Therapeutic
Community Residence (TCR) and space limitations, the program does not serve individuals who
require emergency involuntary procedures (i.e. seclusion and restraint).

In January 2015, a report was submitted to the House Corrections and Institutions Committee
based upon requirements of Act 1782 that “the Commissioner of Buildings and General Services,
in consultation with the Commissioners of Mental Health and Corrections, shall develop a
proposal to establish a permanent secure residential facility no later than January 15,

2015.” The report submitted put forward a potential multi-year planning process and possible
maximum capacity that such a facility might provide to the current system of care. The report
development drew upon earlier secure residential size and costing models to project a potential
cost for a permanent secure residential facility for further consideration. The report
recommended the creation of a 14-bed, involuntary, secure (locked) residential facility located
within the state of Vermont on lands to be acquired for construction or renovation. As proposed,
the program would require a waiver of current TCR standards to include the potential need for
and use of brief involuntary interventions with residents served. Residents of the facility would
include those people who remain in acute care settings due to a high risk of self-harm, or neglect,
or pose a danger to themselves or others. They would be individuals who do not require inpatient
acute psychiatric services, but whose care needs exceed local community program resources. The
cost to develop the program, excluding land acquisition costs, was estimated to be approximately
$12 million, with a projected annual operating cost of $5.1 million using Global Commitment
funding with some private pay.

Based on that report and subsequent discussions between the Agency of Human Services (AHS)

2 http://www. leg.state.vt.us/docs/2012/acts/act079.pdf
% http://legislature.vermont.gov/assets/Documents/2014/Docs/ ACTS/ACT178/ACT178%20As%20Enacted.pdf
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and the Vermont Legislature regarding other high-need populations being served by other AHS
departments (e.g. Department of Corrections and the Department of Disability, Aging and
Independent Living) that may require secure residential treatment, the legislature subsequently
directed the Secretary of AHS to “conduct an examination of the needs of the Agency of Human
Services for siting and designing a secure residential facility. The examination shall analyze the
operating costs for the facility, including the staffing, size of the facility, the quality of care
supported by the structure, and the broadest options available for the management and ownership
of the facility” (Act 26%). As part of that examination, AHS was asked to assess how the
development of an SRR Facility may address or overlap with the needs of individuals who are
currently being served by other departments but have similar needs for secure residential
treatment. The report also recommended further analysis of development and operational costs
within the context of potential public-private partnership agreements.

Request for Proposals

As a follow-up to the expectations of Act 26 and an initial analysis of potential programming,
DMH issued the Request for Proposals for the development and operation of permanent Staff-
Secure and Facility Secure residential program(s) that allow for and support further exploration
of public-private partnership efficiencies and more detailed cost projections in order to determine
overall cost benefits for both quality and service delivery to the population to be served.

Based on a thorough analysis of the potential populations to be served, compatibility of
programming potentials, siting potentials, and funding mechanisms to be considered given the
renewal of Vermont’s Global Commitment to Health Waiver, DMH indicated in the RFP that it
is exploring the possible development of multiple programs as replacement options for the SRR.
Per the RFP, proposed programs would be expected to be “No Refusal” for admission of eligible
individuals and operate in full collaboration with the Department of Mental Health. Proposed
programs would also be limited to residents who have mental illness and treatment needs for this
setting. If staff-secure, the program would be voluntary, have a maximum of no more than 16
beds, and would likely be eligible for Federal Financial Participation (FFP). Proposed programs
would need to clinically manage voluntary specialty populations through further division into
care clusters or units of a program as well.

Additionally, proposed programs could operate as a locked facility (facility-secure) and serve an
involuntary population that would continue to benefit from a sub-acute rehabilitation
environment until clinically or legally discharged to a voluntary program. DMH does not expect
this type of program would be eligible for FFP and could be more than 16 beds. Within the RFP,
DMH discouraged this type of facility-secure program from blending voluntary and involuntary
populations, as such a combination would likely result in the entire program being ineligible for
FFP during the period of involuntary sub-acute treatment in the community.

The RFP solicited two potential types of programs for development: 1) Staff Secure Residential
and 2) Facility Secure Residential.

Staff Secure Residential: This type of program model would target individuals who would be
under the care and custody of the DMH Commissioner and treatment programming would

4 http://legislature.vermont.gov/assets/Documents/2016/Docs/ACTS/ACT026/ACT026%20As%20Enacted. pdf
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maximize opportunities for traditional Medicaid participation and minimize Global Commitment
MCO Investment® funding. This program model is comparable to existing Staff Secure Intensive
Residential Recovery programs (e.g. Second Spring) operating currently within Vermont. The
proposed program would draw from eligible individuals such as:

e individuals in inpatient care with complex treatment needs ready for transition from a
hospital who are willing to reside in the program as part of their course of recovery prior
to return the community;

e eligible individuals ready for release without conditions from the Department of
Corrections as part of their reintegration into the community;

e eligible individuals who may be clinically decompensating in the community and are
willing to engage voluntarily in residential support services for stabilization and return to
the community;

e eligible individuals who may require assisted living or enhanced residential care and
support services who have been unable to access the necessary levels of transitional
supports to retain independence in the community;

e eligible individuals amenable to voluntary community-based traumatic brain injury
supports and services transitionally, pending development of individualized programming
by the Department of Disabilities, Aging, and Independent Living.

Facility Secure Residential: This program model would target eligible individuals who would be
under the care and custody of either the DMH Commissioner or Department of Corrections
Commissioner and would forego FFP given population clinical complexity and/or legal limitations
imposed in order to serve a sub-acute population that continues to afford secure treatment
alternatives and safeguards in the community. This program could be expected to utilize episodic
emergency involuntary interventions when clinically indicated for safety of the individual or other
residents. The program could also be expected to serve as a designated facility for court-ordered
medication in the community if so authorized by the court.

The proposed program would draw from eligible individuals such as:

e individuals in inpatient care with complex treatment needs ready for transition from a
hospital who are unwilling to reside in the program, but determined either clinically or by
the court to require 24/7 supervised, sub-acute treatment prior to a less-restrictive
residential option in the community;

e convicted offenders with a serious mental illness who do not meet criteria for involuntary
hospitalizations but require a more therapeutic setting than is available through existing
Department of Corrections (DOC) health services.

e eligible individuals ready for release from the Department of Corrections with
appropriate 24/7 supervised residential supports and active limitations imposed, based
upon documented history and/or risk assessment, in conditions of release prior to
reintegration into the community;

o celigible individuals who are clinically decompensating in the community, not engaging
with voluntary community services, not yet meeting inpatient admission criteria, subject
to revocation of orders of non-hospitalization when medication is identified as a
necessary treatment component for ongoing stability, and known to require re-

5 Vermont’s current “Global Commitment” Medicaid waiver provides the state with expenditure authority to invest in health-related services and
activities, and draw federal receipts, for costs that would not otherwise be Medicaid matchable. These initiatives are known as “MCO (Managed
Care Organization) Investments.”
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hospitalization and reinstatement of medication when cessation of medication occurs
before returning to the community;

e eligible individuals who may require assisted living or enhanced residential care and
support services who have been both unable and unwilling to access the necessary levels
of supports to retain independence in the community;

e eligible individuals who are unable and/or unwilling to voluntarily engage in voluntary
community-based traumatic brain injury supports and services transitionally, pending
development of individualized programming by the Department of Disabilities, Aging,
and Independent Living.

The RFP also specified that new program service capacity could be developed through new
construction or through program modifications of existing community-based program
capacity intended to meet the target population needs. The new service capacity could also
target construction and/or services to specific cohorts of the target populations in one or
more programs in order to most appropriately address the environment of care and
programmatic/oversight management needs for the sub-groups. Depending on model,
program capacity to effectively address episodic behavioral dysregulation and emergency
involuntary procedures emergently for individual and other resident safety would need to be
addressed. Proposed program staffing would also need to identify both clinical personnel,
security personnel, and physical environment of care for program and/or facilities.

Proposals

The Department of Mental Health received four proposals in response to the RFP. Three of the
proposals were from Vermont-based non-profit mental health organizations, and one proposal
was from a developer interested in partnering with the state or other organizations to develop,
design and construct one or more facilities. DMH is in the process of reviewing each proposal
and will be including information from these proposals in its broader system of care planning
based on Act 82 (see below).

Act 82

During this quarter, the Vermont Legislature passed a major piece of legislation (Act 82°)
focused on improving the mental health system of care. The findings of Act 82 included:

1) Since Tropical Storm Irene flooded the Vermont State Hospital, Vermont has experienced a
dramatic increase in the number of individuals in mental health distress experiencing long waits
in emergency departments for inpatient hospital beds.

2) Currently, hospitals average 90 percent occupancy, while crisis beds average just under 70
percent occupancy, the latter largely due to understaffing.

3) Issues related to hospital discharge include inadequate staffing in community programs,
insufficient community programs, and an inadequate supply of housing.

4) Individuals presenting in emergency departments reporting acute psychiatric distress often
remain in that setting for many hours or days under the supervision of hospital staff, peers, crisis
workers, or law enforcement officers, until a bed in a psychiatric inpatient unit becomes

6 http://legislature.vermont.gov/assets/Documents/2018/Docs/ACTS/ACT082/ACT082%20As%20Enacted.pdf
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available. Many of these individuals do not have access to a psychiatric care provider, and the
emergency department does not provide a therapeutic environment.

5) Due to these conditions, some individuals experience trauma and worsening symptoms while
waiting for an appropriate level of care.

6) Hospitals are also strained and report that their staff is demoralized that they cannot care
adequately for psychiatric patients and consequently there is a rise in turnover rates.

7) Many hospitals are investing in special rooms for psychiatric emergencies and hiring mental
health technicians to work in the emergency departments.

In response to these and other findings, the act set forth the following requirements:

1) The Agency of Human Services (AHS), in collaboration with the Department of Mental
Health (DMH) and the Green Mountain Care Board (GMCB), providers, and person
affected by current services, must produce an analysis and action plan for the adult and
children’s mental health system of care. The analysis and action plan must:

e specify steps to develop common, long-term vision of how integrated, recovery-
and resiliency-oriented services shall become part of a comprehensive and holistic
health care system;

e identify data not currently gathered that are necessary for future planning, long-
term evaluation of the system, and for quality measures;

e identify causes underlying increased referrals and self-referrals for emergency
services;

e identify gaps in services that affect ability of individuals to access emergency
psychiatric care;

e determine whether appropriate types of care are being made available as services
in Vermont, including intensive and other outpatient services and services for
transition age youths;

e determine availability and regional accessibility of involuntary and voluntary
hospital admissions, emergency departments, intensive residential recovery
facilities, secure residential recovery facility, crisis beds and other diversion
capacity, crisis intervention services, peer respite and support services, and stable
housing;

e identify barriers to patient care at levels of supports that are least restrictive and
most integrated, and opportunities for improvement;

e incorporate existing information from research and from established quality
metrics regarding emergency department wait times;

e incorporate anticipated demographic trends, the impact of the opiate crisis, and
data that indicate short- and long-term trends;

o identify the resources necessary to attract and retain qualified staff to meet
identified outcomes required of designated and specialized service agencies and
specify timelines for achieving those levels of support.

2) AHS must complete a comprehensive evaluation of the overarching structure for the

delivery of mental health services within a sustainable, holistic health care system in
Vermont. This long-term evaluation must address:
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whether the current structure is succeeding in serving Vermonters with mental
health needs and meeting goals of access, quality, and integration of services;
whether quality and access to mental health services are equitable throughout
Vermont;

whether the current structure advances the long-term vision of an integrated,
holistic health care system;

how the designated and specialized service structure contributes to the realization
of the long-term vision;

how mental health care is being fully-integrated into health care payment reform;
any recommendations for structural changes to the mental health system that
would assist in achieving the vision of an integrated, holistic health care system.

3) The analysis, action plan, and long-term evaluation described above must also address the
following additional subjects:

potential benefits and costs of developing regional navigation and resource
centers, including consideration of other coordination models identified during the
analysis;

effectiveness of the Department of Mental Health’s care coordination team in
providing access to and accountability for coordination and collaboration among
hospitals and community partners for transition and ongoing care, including an
assessment of potential discrimination in hospital admissions and the extent to
which individuals are served by their medical homes;

use and potential need to expand crisis diversion throughout the State;

whether the components of Act 79 that were not fully implemented remain
necessary and whether components fully implemented remain necessary;
opportunities for and removal of barriers to implementing parity in the manner
that individuals presenting at hospitals are received, regardless of whether for a
psychiatric or physical condition;

opportunities for and removal of barriers to implementing parity in the manner
that individuals presenting at hospitals are received, regardless of whether for a
psychiatric or physical condition;

the extent to which additional support services are needed for geriatric patients in
order to prevent hospital admissions or to facilitate inpatient discharges;

the extent to which additional services or facilities are need for forensic patients;
to the extent the analysis indicates need for additional units or facilities, whether
there are any units or facilities that the State could utilize for a geriatric skilled
nursing or forensic psychiatric facility, additional intensive residential recovery
facilities, expanded secure residential recovery, or supportive housing;

how designated and specialized service agencies fund emergency services to
ensure maximum efficiency and availability to all individuals within a specific
catchment area.

4) AHS, in collaboration with DMH and the Chief Superior Judge, must develop a report for
the General Assembly regarding role of involuntary treatment and medication in
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emergency department wait times, including concerns arising from judicial timelines and
processes and the interplay between staff and patient rights.

5) The GMCB must review the ACO model of care and integration with community
providers, including the designated and specialized service agencies, regarding how
model of care promotes coordination across the continuum, business or operational
relationships, and any proposed investments or expansions to community-based
providers.

6) AHS, DMH and the Department of Disabilities, Aging, and Independent Living must
develop a plan to integrate multiple sources of payments to the designated and
specialized service agencies.

7) AHS must continue with its budget development processes enacted in legislation during
the first year of the 2015-2016 biennium to unify payment for services, policies, and
utilization review of services within an appropriate department.

8) AHS must coordinate the work of a Mental Health, Developmental Disabilities, and
Substance Use Disorder Workforce Study Committee to examine best practices for
training, recruiting, and retaining health care providers, particularly with regard to the
fields of mental health, developmental disabilities, and substance use disorders.

While Act 82 included additional requirements, the findings and expectations described above
should have the greatest impact on future planning, development and improvement of the mental
health system of care going forward. Results of this planning process will be included in future
reports as appropriate.

v.  Pharmacy and 340B Drug Discount Program

Key updates from QE0617:

e The Drug Utilization Review Board held meetings on April 4, 2017, May 9, 2017 and June
20, 2017. Fourteen new drugs and nineteen therapeutic classes were reviewed, five
RetroDUR reviews and ten safety alerts were presented.

e DVHA sent six provider communications out on topics of Specialty Pharmacy Network
Changes, Preferred Drug List Changes, Point-of-Sale (POS) System Testing, CHC Common
Helpdesk Questions, Opioid Day’s Supply Changes Effective 07/05/17 and Point-of-Sale
Blackout Period.

Pharmacy Benefit Management Program

DVHA'’s Pharmacy Unit manages the pharmacy benefits for all of Vermont’s publicly-funded
pharmacy benefit programs. Our goal is to provide the highest quality prescription drug benefits
in the most cost-effective manner possible. We accomplish this by providing broad coverage of
prescription and over-the-counter pharmaceuticals, controlling pharmacy expenditures through
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managing cost, brand and generic utilization, and reducing state administrative costs. The State
of Vermont utilizes the pharmacy benefit management company, Change Healthcare (CHC), to
provide an array of operational, clinical and programmatic support in addition to managing a call
center in South Burlington, Vermont, for pharmacies and prescribers. The Pharmacy Unit is
responsible for overseeing the contract with Change Healthcare (CHC) as well. The Pharmacy
unit manages over $185 million in gross drug spend, and routinely analyzes national and DVHA
drug trends, reviews drug utilization, and seeks innovative solutions to delivering high-quality
customer service, assuring optimal drug therapy for DVHA members while managing drug
utilization and cost.

Pharmacy Operations

« Pharmacy claims processing-enforcing coverage rules for various program.
« Pharmacy provider assistance-DVHA, CHC Technical and Clinical Call Centers.
 Liaison to Coordination of Benefits Unit/PDP/Eligibility/Maximus to resolve issues.
Vermont Department of Health (VDH)-Vaccine Program, Substance Abuse Program,
Department of Mental Health (DMH) management of antipsychotics.
— Works with (Vermont Medication Assistance Program) VMAP, Children with
Special Health Needs (CSHN) to assist in the management of the programs.

Clinical

» Manages drug utilization and cost
— Federal, State, Supplemental rebate programs
— Preferred Drug list
— DUR/P&T Board activities
» therapeutic class reviews, prior authorization criteria reviews and step-
therapy protocols
« Specialty Pharmacy
« Manages second reconsiderations, appeals, fair hearings with the Policy Unit
« Works with Program Integrity Unit on drug utilization issues

Drug Utilization Review Board (DURB)

The DURB was authorized by Congress under Section 4401, 1927(g) of the Omnibus
Reconciliation Act of 1990. This act mandated that AHS develop a drug use review program for
covered outpatient drugs, effective January 1, 1993. The Act required the establishment of a
DUR program to:

1) Review and approve drug use criteria and standards for both retrospective and
prospective drug use reviews;

2) Apply these criteria and standards in the application of DURB activities;

3) Review and report the results of DUR programs; and

38



4) Recommend and evaluate educational intervention programs.

Additionally, per State statute requiring the DVHA Commissioner establish a pharmacy best
practice and cost control program, the DURB was designated as the entity to provide clinical
guidance on the development of a Preferred Drug List for Medicaid beneficiaries. The DURB
typically includes 10-12 members, who are appointed to two year terms with the option to extend
to a four - year term. At least one-third, but not more than half, of the Board's members are
licensed and actively practicing physicians and at least one-third of its members are licensed and
actively practicing pharmacists, in addition to one member at large who is currently a nurse
practitioner. Board members are recommended by the DVHA Commissioner and approved by
the Governor.

Meetings of the DURB occur eight times per year. In QE0617, the DURB held 3 meetings.
Information on the DURB and its activities in 2017 is available:
http://dvha.vermont.gov/advisory-boards.

340B Drug Discount Program

The 340B Drug Pricing Program resulted from enactment of the Veterans Health Care Act of
1992, which is codified as Section 340B of the Public Health Service Act. The 340B Drug
Pricing Program is a federal program managed by the Health Resources and Services
Administration (HRSA), Office of Pharmacy Affairs. Section 340B requires drug
manufacturers to provide outpatient drugs to eligible health care centers, clinics and hospitals
(termed “covered entities”) at a significantly reduced price. The 340B price is a “ceiling price,’
meaning it is the highest price that the covered entity would have to pay for select outpatient
and over-the-counter drugs and the minimum savings that the manufacturer must provide to
covered entities. The 340B ceiling price is at least as low as the price that state Medicaid
agencies currently pay for select drugs. Participation in the program results in significant
savings to covered entities, estimated to be 20% to 50% on the cost of outpatient drug
purchases by 340B covered entities. The purpose of the 340B Program is to enable these
entities to stretch scarce federal resources, reach more eligible patients, and provide more
comprehensive services.

b

Only federally designated covered entities are eligible to purchase at 340B pricing, and only
patients of record of those covered entities may have prescriptions filled by a 340B pharmacy.
Because of federal laws prohibiting “duplicate discounts” on 340 B eligible claims, covered
entities are responsible for properly identifying claims as 340B eligible. Vermont has strict
controls in place to prohibit the billing of Federal, State, and Supplemental rebates on 340B
eligible claims.

To encourage participation in the Vermont Medicaid 340B program, DVHA offers a “shared
savings” program whereby covered entities receive a share of the total savings generated for the
state by the 340b program. DVHA identified the following goals in establishing its proposed
340B reimbursement methodology:

e Reduce Medicaid program expenditures;
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Encourage broad participation in the 340B program, thereby increasing potential
savings to the Medicaid program;

Acknowledge that 340B pharmacies will be covering their operating costs solely
through the dispensing fee, since acquisition cost savings essentially are “passed
through” to the Medicaid program; and

Recognize pharmacies’ additional administrative costs related to 340B inventory
management and reporting.

More details about the program can be found on the 340B link at www.vtmedicaid.com.

In Vermont, the following entities are eligible to participate in the 340B Program. Boldfaced
entities participate in Medicaid’s 340B initiative (although this is not an exhaustive list):

Vermont Department of Health, for the AIDS Medication Assistance Program,
Sexually-Transmitted Disease Drugs Programs, and Tuberculosis Program; all of
these programs are specifically allowed under federal law.

Planned Parenthood of Northern New England’s Vermont clinics

Vermont’s FQHCs, operating 41 health center sites statewide

Berkshire Medical Center

Brattleboro Memorial Hospital

Central Vermont Medical Center

Community Health Center of Burlington

Copley Professional Services Group DBA Community Health Services of Lamoille
Valley and affiliated with Community Health Pharmacy

Five Town Health Alliance

Gifford Hospital

Grace Cottage Hospital

Indian Stream Health Center (New Hampshire)

North Country Hospital

Northeastern Vermont Regional Hospital

Northeast Washington County Community Health and affiliated with Community
Health Pharmacy

Northern Counties Healthcare and affiliated with Community Health Pharmacy
Northwestern Medical Center

Notch Pharmacy

Porter Hospital

Richford Health Center, Inc. (Notch) and affiliated with Notch Pharmacy &
Community Health Pharmacy

Rutland Regional Medical Center

Southwestern Vermont Medical Center

Springfield Hospital
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* The Health Center and affiliated with Community Health Pharmacy

+ UMass Memorial Medical Center

« University of Vermont Medical Center and affiliated with UVMMC Outpatient
Pharmacies

vi.  Integrating Family Services (IFS) Initiative

Key updates from QE0617:

e Several regions are consolidating regional teams so they have a strong IFS Core Team
which will be responsible for implementing the Collaborative Leadership Framework,
holding themselves accountable to the IFS population indicators and performance measures
and increasing collaboration and coordination across agencies.

e |IFSisaligning its payment reform efforts with the larger healthcare reform to ensure
coordination across the state.

AHS continues to act on opportunities to improve quality and access to care, within existing
budgets, using managed care flexibilities and payment reforms available under 42 CFR § 438
and the GC waiver. This includes such items as: integration of administrative structures for
programs serving the same or similar populations; opportunities to increase access to services by
decreasing administrative burdens on providers; reviewing pre-GC waiver operations to
determine if separate administrative and Medicaid reimbursement structures can be streamlined
under GC. Several such projects have emerged in the Children’s and early periodic screening
diagnostic and treatment (EPSDT) service area.

Specifically, children’s Medicaid services are administered across the IGA partners so work
continues to enhance integration. Programs historically evolved separately from each other with
varying Medicaid waivers, procedures and rules for managing sub-specialty populations. These
were the best approaches available at the time; however, the artifacts of this history are multiple
and fragmented funding streams, policies, and guidelines. Often the same provider and family
will be captive to varied and conflicting procedures, reporting and eligibility requirements. With
the inception of the Global Commitment and other changes at the federal level these siloed
structures no longer need to exist. Global Commitment has allowed for one overarching
regulatory structure (42 CFR § 438) and one universal EPSDT continuum. This allows for
efficient and effective coordination with other federal mandates such as Title \V, IDEA part B
and C, Title IV-E, Federal early childhood programs and others.

The IFS Initiative seeks to bring state government and local communities together to ensure
holistic and accountable planning, support and service delivery aimed at meeting the needs of
Vermont’s children, youth and families. The premise being that giving families early support,
education and intervention will produce more favorable health outcomes at a lower cost than the
current practice of ‘waiting until circumstances are bad enough’ to access funding which often
results in treatment programs that are out of home or out of state. Several efforts are underway
and include: performance based reimbursement projects, capitated annual budgets, and flexible
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choices for self-managed services. This integration is an ongoing process that is evolving into a
very positive direction for children and families.

The initial IFS implementation site in Addison County began on July 1, 2012, and the second
pilot region in Franklin/Grand Isle counties began on April 1, 2014. These pilots included
consolidation of over 30 state and federal funding streams into one unified whole through one
AHS Master Grant agreement. The State has created an annual aggregate spending cap for two
providers in Addison and one in Franklin/Grand Isle (this provider houses the Designated
Agency and Parent Child Center). This has created a seamless system of care to ensure no
duplication of services for children and families

Successes of the two pilots include:

Increased service hours overall, increased number of people served, and simultaneous
reduction in requests for children’s mental health crisis services.

Stable trend line for children entering the State’s custody in the Addison pilot region
while at the same time the State overall has experienced a 30% increase in children
coming into DCF custody.

Increased ability to provide the right services to children and their families more
immediately.

Increased ability to provide services in a child’s natural setting.

Increased ability to work with a variety of providers and bring resources together to
support families.

Reduction in separate and conflicting paperwork, which increases the number of hours
clinicians can spend on direct services.

A more immediate response to families who ask for help.

Unified local efforts to offer a single onsite response to families combining multiple state
and federal programs that would otherwise be offered at differing times and places.
Initial numbers indicate an ability to serve more children and families with the same
amount of resources.

Increased staff morale at the two Designated Agencies who are IFS grantees.

IFS continues to provide support and leadership regarding several efforts that cut across multiple
agency departments such as:

enhanced teaming for families with complex needs,

turning the curve on the number of children and youth in residential settings,
coordinating autism services and supports,

coordinating and supporting Act 264, and

implementation of a common tool for progress monitoring to know if children and

families are better off due to our efforts (the CANS-Child and Adolescent Needs and
Strengths).

The following performance measures were finalized in FY2016 and have been embedded in
FY 17 grants which means we will have data to analyze by winter 2017.
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vii.  Vermont Medicaid Shared Savings Program

Key updates for QE0617 (CY 2016 final results):
e CY17 saw the conclusion of the VMSSP’s third program year (CY 2016).
e Final ACO financial and quality performance results will be included in the 2017 Global
Commitment Annual Report.

The Vermont Medicaid Shared Savings Program (VMSSP) was a three-year program (2014-2016) to
test if the accountable care organization (ACO) model in Vermont could help to meet the Triple Aim
goals of improving health and quality while also reducing cost. In a shared savings program, the
provider network allows the State to track total costs and quality of care for the patients it serves in
exchange for the opportunity to share in any savings achieved through better care management. This
program was supported by a State Innovation Model (SIM) testing grant and overseen by the Green
Mountain Care Board (GMCB) and AHS. Contracts were signed between Vermont Medicaid and the
two participating ACOs (OneCare Vermont and Community Health Accountable Care) in February,
2014. The program concluded December 31, 2016. Financial and quality performance results from
the 2016 performance year (in addition to results from the 2014 and 2015 performance years) will be
summarized in the 2017 Global Commitment Annual Report.

viii.  All Payer Model: Vermont Medicaid Next Generation Program

Key updates from QE0617:

e On February 1, 2017 DVHA executed a contract with OneCare Vermont as a risk-bearing
Accountable Care Organization (ACO) for participation in a population-based payment
model that is based on the Centers for Medicare and Medicaid Services (CMS) Next
Generation ACO Model.2017 is the pilot year of implementation for the Vermont Medicaid
Next Generation ACO program; approximately 29,000 Vermont Medicaid beneficiaries are
attributed through this model in four risk-bearing communities.

e Quarterly reporting to the legislature began in Q2; the program’s first report submitted on
June 15, 2017.

e DVHA and OneCare began discussions of potential modifications to the program for a
2018 performance year.

e Future program implementation will be in support of Vermont’s broader efforts to develop
an integrated health care delivery system under an All Payer Model.

In 2016, the Department of Vermont Health Access (DVHA) sought to establish service agreements
with one (or more) Accountable Care Organization(s) (ACOs) for participation in a population-
based payment model that is based on the Centers for Medicare and Medicaid Services (CMS) Next
Generation ACO Model. As an evolution of the Vermont Medicaid Shared Savings Program
(VMSSP), this new program offering creates a structure for provider organizations and other
suppliers to join together under an ACO to voluntarily contract with DVHA to assume
accountability for the cost and quality of care for Vermont’s Medicaid beneficiaries, and for ACOs
to distribute payments to their contracted network providers for any covered services rendered on
behalf of Vermont Medicaid beneficiaries using alternatives to fee-for-service reimbursement. The
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goal of this agreement is to improve the quality and value of the care provided to the citizens served
by the State of Vermont’s public health care programs.

DVHA and OneCare entered into an agreement for the 2017 performance year as a pilot year with
four possible one-year extensions to the program. Four risk-bearing hospital communities are
participating in the Vermont Medicaid Next Generation (VMNG) model for the pilot year: the
University of Vermont Medicaid Center, Central Vermont Medical Center, Northwestern Medical
Center, and Porter Hospital, with additional participation from FQHCs/independent practices, home
health providers, Designated Agencies, and skilled nursing agencies in the four communities.

DVHA issues a prospective Per-Member-Per-Month (PMPM) payment to the ACO; the ACO
distributes payments to providers participating in the program per contractual arrangements
between the ACO and providers. The ACO is paid for each attributed member according to their
Medicaid Eligibility Group, and the ACO is accountable for the cost and quality of care of each
attributed member. Payments for services not included in the ACO contract continue to be paid fee-
for-service, as are payments made to Medicaid providers not participating in the ACO’s network.

DVHA submitted its first report on the VMNG program to the Vermont legislature on June 15,
2017, and will submit reports on a quarterly basis through the life of the program. Legislation
requires that DVHA report to the legislature on implementation activities and program
performance, including data on financial performance, quality performance, operational timeline
adherence, utilization monitoring, changes to provider network or size of attributed population, and
statistics on member complaints, grievances, and appeals. While information on performance and
utilization is helpful to understand how patterns generally compare for members who are attributed
to OneCare and members who are not attributed to OneCare, caution should be exercised when
using the information presented in this first report to evaluate 2017 program performance. At the
time the report was written, the second quarter of program performance was not yet complete,
meaning the pilot program was not yet halfway through its performance year. Furthermore, the
program is subject to claims lag, which means that DVHA will not have complete information on
what services were provided to the attributed population during the reporting period until later in
2017. The full report can be found here: http://legislature.vermont.gov/assets/Legislative-
Reports/DVHA-ACT-25-VMNG-ACO-Report-to-Legislature-June-15-2017.pdf.

Though 2017 is a pilot year, DVHA and OneCare have entered into discussions of potential
modifications for a CY 2018 program year. Program implementation will continue to support and
align with Vermont’s broader efforts to develop an integrated health care delivery system under an
All Payer Model.

V. Financial/Budget Neutrality Development/Issues

AHS paid DVHA 1/12 of the legislative budget for Global Commitment on the first business day of
every month during the June 2017 quarter. This payment served as the proxy by which to draw
down Federal funds for Global Commitment. The State prepared the CMS-64 based upon actual
allowable Medicaid expenditures (program, investments and admin; please note admin is now
claimed outside of GC neutrality) for the given quarter. After each quarterly submission, we
reconciled what was claimed on the CMS-64 versus what we made for payments to DVHA.

The new set of Special Terms and Conditions (STCs) under the approved waiver extension for
Global Commitment to Health began January 1, 2017. For purposes of the demonstration, DVHA
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will operate as if it were a non-risk pre-paid inpatient health plan (PIHP) and AHS, as the Single
State Agency, will provide oversight of DVHA in that capacity. In the negotiations, it was agreed
upon that AHS would continue to use FFY 16 per member per month rates for the period 10/01/2016
—03/31/2017. And, as outlined in the Waiver extension STCs, new per member per month rates
were established for the period 04/01/2017 — 12/31/2017.

In respect to the new STCs, AHS is having difficulty interpreting STC #65. Part of this language
was in the previous version of the GC waiver STCs, however it only applied to the New Adult
Group. Itisunclear if STC #65 applies to the entire demonstration and how it should be calculated.

Several prior quarter adjusting (PQAS) entries were made on the CMS 64 for QE0617. We corrected
two PQAs from last quarter which were entered incorrectly (reversed), revised a calculation for
Agency of Education and most of the remaining entries were necessary due to cost allocation
program revisions. Finally, we are still researching the Hub & Spoke adjustments noted last quarter
so we did not make any additional corrections during QE0617.

In the previous quarter, CMS Regional Office conducted a review of eligibility for VIII Group, also
known as the Childless New Adult population. Vermont is entitled to receive enhanced FFP for this
group of beneficiaries. The initial review found that two of the thirty individuals sampled were not
eligible for the VI1I Group. This resulted in a disallowance of $488 in FFP. AHS entered this as a
Prior Quarter Adjustment on the QE0617 CMS-64 report.

AHS continued to work with our contracted actuarial consultant, Milliman, Inc., on the 2018 PMPM
rate setting process. We have provided Milliman Inc., with our historical claims and eligibility data
for the purposes of setting per member per month rates for the following Medicaid Eligibility
Groups (MEGs):

A Aged Blind Disabled Non-Medicare Adult

A Blind Disabled Non-Medicare Child

Aged Blind Disabled Dual (Medicaid and Medicare)
Non-Aged Blind Disabled Adult (General Adult)
Non-Blind Disabled Child (General Child)

Global Rx

New Adult Medical Only

Moderate Needs

> >

VI. Member Month Reporting

The State of Vermont certifies the accuracy of the member month reporting. The enrollment report is
produced as of the 15" of every month. The member months are subject to revision over the course of
a twelve month period due to a beneficiary’s change in enrollment status.

GC quarterly reports prior to 2017 provided an enrollment count by Demonstration Population only.
Medicaid Eligibility Groups have been added for the new Budget Neutrality (see Attachment 1). To
maintain continuity, the table below crosswalks the count from Medicaid Eligibility Group to
Demonstration Population. Both counts use the same unduplicated enroliment count information.

The table below contains Member Month Reporting for QE0617. Please note that although the New
Adult Budget Neutrality is calculated, it is not included in the waiver saving summary in Attachment
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1. Please further note the Medicaid Expansion counts in this table are not used to calculate the waiver
saving summary. Finally, please note that the long-term care (LTC) population in the table below is a
subset of two Medicaid Eligibility Groups.

Table 4. Member Month Reporting — Calendar Year 2017

Member Month Reporting

Medicaid

Demonstration | Eligibility Total 2017 2017 2017 2017 2017 | 2017

Population Group CY 2017 01 02 03 04 05 06
ABD - Non-

1, 4%, 5* Medicare - Adult 48,198 8,376 8,288 8,113 7,912 7,790 7,719
ABD - Non-
Medicare - Child 13,408 2,312 2,281 2,270 2,203 2,184 2,158

1, 4%, 5* ABD - Dual 126,695 21,201 21,172 21,204 21,120 21,049 | 20,949
ANFC - Non-

2 Medicare - Adult 84,220 14,320 14,246 14,197 13,879 13,838 13,740
ANFC - Non-

2 Medicare - Child 366,620 60,934 61,269 61,292 61,129 61,037 | 60,959
Medicaid
Expansion
Global RX 42,791 7,177 7,170 7,109 7,144 7,085 7,106
Global RX 24,107 4,120 4,034 3,992 3,983 3,988 3,990
Moderate Needs 1,462 235 235 241 248 247 256
New Adults
New Adult with

3 out child 248,972 41,255 41,715 41,822 41,577 41,415 41,188
New Adult with

3 child 112,102 18,140 18,439 18,656 18,901 18,925 | 19,041
Total 1,068,575 | 178,070 | 178,849 | 178,896 | 178,096 | 177,558 | 177,106

* Long Term Care Total CY 2017 2017 2017 2017 2017 2017

Group 2017 01 02 03 04 05 06
ABD Long Term
Care Highest

4 only Need 17,481 2,979 2,963 2,932 2,909 2,878 2,820
ABD Long Term

5 only Care High Need 6,481 1,096 1,082 1,092 1,084 1,065 1,062

PMPM Capitated Rates
The PMPM rates as set for 04/01/17 — 12/31/17 are listed below.

Table 5. PMPM Capitated Rates QE0617
04-01-17-12/31/17

Medicaid
Eligibility Group
ABD Adult $ 1,620.46
ABD Child $ 2,642.56
ABD - Dual $ 1,959.12
non-ABD Adult $ 587.93
non-ABD Child $ 428.33
GlobalRx $ 85.13
New Adult $ 507.66
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Moderates $ 458.29

Investments totaled $33,184,769 for QE0617.

VII. Consumer Issues

AHS and DVHA have several mechanisms whereby consumer issues are tracked and summarized. The
first is through Health Access Member Services. This is a contracted function for providing
information on health care programs, assisting with the eligibility process, and helping beneficiaries to
understand the benefits and responsibilities of their particular program. The complaints received by
Member Services are based on reports provided to DVHA (see Attachment 3). Member Services
works to resolve the issues raised by beneficiaries, and their data helps DVHA look for any significant
trends. The reports are seen by several management staff at DVHA and staff asks for additional
information on complaints that may appear to need follow-up to ensure that the issue is addressed.

The second mechanism to assess trends in beneficiary issues is the Managed Care Grievance and
Appeal report. This report is based on data entered by grievance and appeal coordinators in various
locations across the MCE. The database into which they enter information helps them track the
timeframes for responding to the grievances and appeals, as well as assists DVHA and AHS in
monitoring compliance and assessing if there are trends that may benefit from a performance
improvement project.

The third mechanism to track consumer issues is the Office of the Health Care Advocate (HCA) report
which is a comprehensive report of all contacts with beneficiaries (see Attachment 5). These include
inquiries, requests for information, and requests for assistance. The HCA’s role is to assist individuals
to navigate health care insurance systems, and help to resolve eligibility and coverage problems.

VIl Quality Improvement

Key updates from QE0617:

e The MCE’s formal CMS PIP topic that focused on improving substance use disorder
treatment is making progress with engaged community champions and intervention efforts
underway.

e The DVHA Quality Unit hired a full time Quality Assurance Manager.

e The MCE Quality Committee requested TA so that we can take on a new role in
understanding and using rapid cycle evaluation.

The DVHA Quality Improvement (QI) and Clinical Integrity Unit monitors, evaluates, and improves
the quality of care for Vermont Medicaid beneficiaries by improving internal processes, identifying
performance improvement projects, and performing utilization management. Efforts are aligned across
the Agency of Human Services and community providers. The unit is responsible for instilling the
principles of quality throughout DVHA and helping everyone in the organization to achieve
excellence. The Unit’s goal is to develop a culture of continuous quality improvement throughout
DVHA.
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MCE Quality Committee

The MCE Quality Committee remained active during QE0617 and consists of representatives from all
Departments within the Agency of Human Services that serve the Medicaid population. The committee
continues to structure its work around the triple aims of health care: improving the patient experience,
improving the health of populations, and reducing the per capita cost of health care.

During this time period, the Committee began an annual review of the Global Commitment Core
Performance Measure Set, including confirmation that our Ambulatory Care ED Visit measure would
be broken out by our special health needs sub-populations and that we will work to add a social
determinant of health measure to the Core Set in 2018. Our Global Commitment Core Measure Set
results for CY 2016 will be validated during QEQ0917.

Additionally, the Committee outreached CMS earlier in the year for technical assistance in regard to
rapid cycle evaluation of payment reform models. A sub-group of the Committee has been created to
focus on this topic and report back to the larger group before the end of the year.

Formal CMS Performance Improvement Project (PIP)

The DVHA Quality Unit continues to partner with the Vermont Department of Health’s (VDH)
Alcohol and Drug Abuse Program (ADAP), the Blueprint for Health and the Vermont Medicaid Next
Generation ACO on a formal Performance Improvement Project (PIP) focused on initiation and
engagement in alcohol and other drug treatment. Quality Unit staff continue to attend the monthly All
Field staff meetings (a joint meeting of state-wide Quality Improvement Project Managers) and to
work with partners to develop intervention strategies and evaluation measures. The Year One PIP
Summary is due to our external quality review organization (EQRO) during QE0917. Annual Metric =
HEDIS Initiation of Alcohol and Other Drug Dependence Treatment (IET) measure.

Quality Measure Reporting

e CMS Medicaid Quality Core Sets - During QE0617 Quality Unit staff continued to collaborate
with the Blueprint for Health on the eventual reporting of the Health Home Core measure set to
CMS. We are expected to report out on FFY 2014 — FFY 2016 by 7/31/17.

e HEDIS - During this time frame the Quality Unit received preliminary HEDIS measure results
from our nationally certified vendor. These rates will be validated by our EQRO during
QE0917.

e VT Medicaid Global Commitment Core Measure Set — the MCE Quality Committee began an
annual review of the Global Commitment Core Performance Measure Set during QE0617,
including confirmation that our Ambulatory Care ED Visit measure would be broken out by
our special health needs sub-populations and that we will work to add a social determinant of
health measure to the Core Set in 2018. Our Global Commitment Core Measure Set results for
CY 2016 will be validated during QE0917.

e Experience of Care Measures — the Quality Unit worked with the Blueprint for Health and the
Quality Committee during Q1 CY2017 to review bids and contract with a vendor for the
CAHPS Health Plan 5.0 survey to be fielded later this year. The Quality Unit reports out on
CAHPS survey results using a scorecard tool on the public-facing website.
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Collaborative Quality Improvement Projects

The Quality Unit staff lead and participate in additional collaborative QI initiatives across the Agency.
Current projects include:

e The QI Administrator continues to participate on a joint payer quality improvement project
aimed at increasing follow-up care after hospitalization for mental illness. The Quality Unit has
connected with the Policy Unit to explore the status of coverage for behavioral health
telemedicine visits, which could have a big impact on this and other performance measures.
This work group is hosting a half day meeting in September for insurer and hospital clinical
case managers entitled “Improving the Quality and Continuity of Care for Vermonters
Hospitalized with Mental Illness”. Barriers to follow-up care and ideas for improvement will be
discussed. Metric = HEDIS Follow-Up After Hospitalization for Mental Iliness (FUH)
measure.

e The QI Administrator continues to participate with VDH and the Data Unit on a joint payer
quality improvement project aimed at increasing adolescent well care visits. Four (4) additional
practices are currently being recruited to participate in Cohort 2 of this project. Metric =
HEDIS Adolescent Well Care Visit (AWC) measure. Both Medicaid and BCBS AWC rates
increased by approximately 4 percentage points between CY 2015 and CY 2016 measurement
periods.

e The Quality Assurance Manager continues to collaborate with the VDH All Payer Joint Project.
Medicaid, MVP & BCBSVT have been sending similarly formatted quarterly gap-in-care
reports to 29 Blueprint practices since 2015. The reports show the entire panel of female
Medicaid beneficiaries ages 50-64 served at the practice and whether they have received a
mammogram in the last 2 years. An evaluation of the project is being planned and will be
completed by September 2017. Metric = HEDIS Breast Cancer Screening (BCS) measure.

e Quality Unit staff met with QI facilitators from the Blueprint for Health and OneCare to learn
about a new hypertension peer learning collaborative. This is an exciting new collaboration that
the Quality Unit was welcomed to take part in and involves in-person trainings for participating
practices as well as a series of webinars and help with data collection.

e The DVHA Quality Unit and the Vermont Department of Health’s Health Promotion and
Disease Prevention (HPDP) division created a partnership during 2016 to work together on
multiple cancer screening quality improvement projects (QIPs):

e Cancer screening brochures were sent to Medicaid beneficiaries and Medicaid providers.

e Mammogram gap-in-care reports are sent quarterly to 29 Blueprint for Health practices.
This was a joint payer project, including MVP and BCBS along with Medicaid. Reports
were sent in January 2017 and will be sent again in July 2017. An evaluation of this project
is being planned for July 2017.

¢ Ongoing monthly mammogram reminder letters to female Medicaid beneficiaries state-
wide.

e Ladies First in-person outreach by clinic “champions” to Medicaid beneficiaries focused on
breast cancer screening.

e Ladies First two-step screening reminder project for cardiovascular, breast and cervical
cancer screening. The first step is a postcard reminder, followed by a motivational follow-
up call from a clinic champion.

Results of these QIPs are currently being evaluated.
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Results Based Accountability (RBA) Scorecards

Results Based Accountability (RBA) scorecards are being developed at DVHA for both internal and
external performance management purposes. The use of this performance management framework and
corresponding presentation tool has been spearheaded by the Agency’s Central Office QI staff for the
past few years. The DVHA Quality Unit staff received training and has used this tool to create a
Global Commitment Core Measure scorecard, as well as Experience of Care and certain other
performance budgeting scorecards. New scorecards actively under development are related to the
Applied Behavior Analysis (ABA) benefit, the Adult and Child Medicaid Quality Core Measure Sets,
and an overall DVHA performance accountability scorecard - which will include key performance
measures for each unit within the Department for use by the Management Team to evaluate programs
and services.

Vermont Medicaid Next Generation ACO Model

In 2016, the DVHA Quality Unit staff were integral in the development of a set of metrics with which
to measure the cost and quality of care provided to the Medicaid population by the newly contracted
Accountable Care Organization. Additionally, the Quality Unit staff advised on a quality reporting
matrix to be used for monitoring and oversight. The DVHA Quality Unit participated in internal
DVHA readiness review preparation and continue to join monthly operations meetings.

Quality Unit staff received, reviewed and approved the first round of VMNG ACO quality
management reports during QE0617. Following that, the quality management staff from DVHA and
the ACO met together to refine reporting requirements, recognize opportunities for collaboration on
quality improvement projects and generally build on existing relationships.

AHS Performance Accountability Committee

During this quarter, the AHS Performance Accountability Committee (PAC) continued to focus on
advancing organizational competencies associated with monitoring and evaluating performance. As a
next step, sub-competencies, evidence of achieving the competency, and deliverables will be
identified. During the next quarter, the group will prioritize deliverables associated these sub-
competencies.

The group also continued to discuss an Executive Order from Vermont’s new governor, Phil Scott,
creating the Program to Improve Vermont Outcomes Together (PIVOT). In addition to discussing the
deliverables and timelines associated with the program, the group began to craft recommended
roles/responsibilities that they might play with program implementation. To date, much of the
conversation has focused on how the group might leverage monitoring performance competencies to
support PIVOT activities.

MCO Investment Review

As per STC #88 of the GC to Health Waiver, Vermont needs to include in their quarterly and annual
reports to CMS any “monitoring and evaluation” activities conducted by AHS departments relative to
their approved investments. During this quarter, individual AHS department meetings were initiated
with group discussions and decisions focusing on the monitoring and evaluation requirements in the
new Special Terms and Conditions (STCs). To date, the group has discussed the following elements:
definition of monitoring and evaluation data, frequency and format of reports, as well as, the reporting
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process. Beginning next quarter, each department will submit financial monitoring data to AHS. In
addition, departments will submit evaluative data that highlights the performance of a subset of their
investments. Evaluative data will include the following: investment description, performance
measures and results, and an interpretation of the results. Monitoring and Evaluation of investments
will be conducted following a periodic schedule. Durning the next quarter, criteria will be finalized
and communicated. The Vermont Department of Health has agreed to initiate investment monitoring
and evaluation reporting in the subsequent quarterly report.

Comprehensive Quality Strateqy/State Transition Plan

Vermont has conducted continuous public engagement regarding the CQS/STP with multiple public
comment periods and public hearings. Efforts to date are documented on this website:

http://dvha.vermont.gov/global-commitment-to-health/comprehensive-quality-strateqy.

The table below contains a summary of activities to date.

Table 6. Summary of CQS Activities to Date
DATE ACTIVITY

08/2015 Initial public comment period and public hearing

held. Comments and responses are posted online.

12/2015 CMS responses and recommended revisions to the CQS/STP
received

02/2016 CQS/STP reposted with revisions based on combined CMS and
stakeholder feedback

03/2017 CQS/STP reposted for public comment period

04/2017 Public hearing held

While no individuals from the community attended the most recent public hearing — AHS did receive
three pieces of written feedback during the public comment period. Vermont is currently finalizing
their responses to comments received during the most recent public comment period and plans to
modify the CQS/STP based on the feedback received. Also during this quarter, the HCBS
implementation team reviewed a draft HCBS milestone document from CMS. The group agreed with
the milestones offered — but suggested alternative due dates. This document will be shared with CMS
during the upcoming quarter — and uploaded to the Liberty system once it is finalized.

Finally, during this quarter, the HCBS Implementation Team continued to work on implementing
the site-specific setting assessments developed in the previous quarter. The team reviewed
individual program response rates and suggested next steps. The Developmental Services survey
response rate was 100%. Next steps include item specific analysis by quality improvement staff
to determine level of compliance with the new regulations and any necessary corrective action.
Response rates for the Choices for Care and Traumatic Brain Injury programs were lower than
expected. Next steps for these programs include a survey generated follow up email — reminding
providers to complete the survey along and telephonic outrearch by state staff to determine
barriers to completing the survey.

IX. Compliance
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Key updates from QE0617:
e EQRO audit document submission completed
e New IGA with VDH signed

External Quality Review Organization (EQRO) Audit Document Submission Completed

Durign this quarter, the EQRO initiated the Compliance Review, Performance Measure Validation,
and Performance Improvement Project Validation activities. Letters outlining the scope, requirements,
and process were sent to DVHA at the beginning of the quarter. In response to the inquiries, DVHA
coordinated and completed the submission of documents demonstrating our compliance with
approximately 100 mandatory standards. The compliance and performance measure documents will be
reviewed by the EQRO contractor so they can plan for their onsite review in July. The performance
improvement documents will be reviewed by the EQRO contractor via an off-site desk review. All
document submissions included participation from five AHS departments.

New Intra-Governmental Agreement (IGA) signed between DVHA and VDH

A new agreement has been signed between the Department of Vermont Health Access (DVHA) and
the Vermont Department of Health for the purpose of delegating certain responsibilities related to our
Global Commitment to Health waiver. This new IGA contains updated language to reflect new
statutory citations, new Global Commitment waiver requirements and new language in the agreement
between the Agency of Human Services and DVHA. Similar updates are being circulated for
agreements between DVHA and other AHS departments.

The new AHS DVHA IGA also contains language describing the coordination of services provided by
Medicaid (Title X1X) and Maternal and Child Health (Title V). In addition, Section 3.4: Oversight and
Performance Evaluation of the new IGA identifies procedures for monitoring that need to be in place
before December 31, 2017. The Compliance Committee will review these requirements and develop a
timeline for their implementation.

X. Demonstration Evaluation

During this quarter, AHS received a 1115 PMDA notice that the final evaluation plan was past due.
Prior to receiving this notice, AHS had submitted the draft evaluation design to CMS, posted a waiver
evaluation RFP, received CMS feedback on the draft design, reviewed RFP responses, and selected an
independent party to conduct the evaluation of the demonstration. In response to the notice, AHS
requested a 60-day extension of the final evaluation plan due date that would allow time to fully
execute a contract with the vendor and subsequently work with them to modify the draft evaluation
design - before submitting it as final. The extension was granted by CMS and the new due date for the
final evaluation plan is on or before Wednesday, August 30, 2017.

XI. Reported Purposes for Capitated Revenue Expenditures
Provided that DVHA’s contractual obligation to the populations covered under the Demonstration is
met, any revenue from capitation payments related to the beneficiaries covered under this

Demonstration may be used for the following purposes:

e Reduce the rate of uninsured and/or underinsured in Vermont;
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